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As with all patients, the occupational 
therapist must consider the hemiplegic 
patient from physical, psychological, social 
and economic aspects. Here, as happens 
so often, the psychological factors become 
closely interwoven with the physical. W e 
have all seen how emotionally labile he is, 
especially in the early stages of treatment. 
The most important single factor in 
occupational therapy is the ability of the 
therapist to establish rapport with the 
patient. Until this strong positive relation-
ship is secure, no lasting work can be done. 
Rapport is established by a genuine desire 
to help each individual, plus an objective 
approach. Once this relationship is estab-
lished, usually at the first interview, the 
therapist can offer the patient a carefully 
planned programme of treatment. 
Many factors influence the programme 
of occupational therapy to be laid down in 
the individual patient. Amongst the physi-
cal ones are the severity of the hemiplegia, 
the presence of hypertonia, hypotonia, 
contractures, aphasia, abnormal associated 
movements such as tremor or athetoid 
movements, ocular disturbances and hemi-
anaesthesia. 
PSYCHOLOGICAL ASPECTS OF THERAPY 
Special emphasis is laid on mental 
changes. Dr. Carl Belacote has stated: 
"We have found a significant deteriora-
tion in the behavioural or evaluative 
standards of patients following a cerebro-
vascular accident. The level of aspiration 
and the goals of the patient seem to be 
loVered as a result of the injury to and/or 
' 'subsequent occupation inactivity and/or great 
psychological trauma. The phenomenon is 
called 'amorality* expressed by the attitude, 
'I don't care*; 'It doesn't matter*." 
Although not a universal trait, this atti-
tude can be seen regularly in hospital 
wards as pride and perserverance towards 
realistic goals are lost and poor perform-
ances seem acceptable. 
It has been proven in America that 
these patients respond if they receive occu-
pational therapy as soon as they are 
admitted to hospital. Within three months 
there should be almost a complete elmina-
tion of "amorality". Any physiotherapist 
who has worked in hemiplegia wards knows 
only too well the lethargic attitude of the 
patients to the ordinary daily task of 
getting dressed. Apart from the "amoral" 
attitude, they also apply the reasoning, too 
often encouraged by hospital staff, that as 
they are in hospital they must be sick; 
therefore they should wear pyjamas all 
day, which are usually supplied and 
laundered by the hospital. 
The occupational therapist must accept 
the challenge of urging the patient to dress 
himself and to maintain a high standard 
of grooming. This is difficult when patients 
and relatives are reluctant to provide 
suitable clothing; frocks buttoning down 
the front, warm underclothes, stockings or 
socks and lace-up shoes, for the women; 
slacks, shirts and lace-up shoes for the 
men. Once hospital patients get dressed 
daily there are laundry problems. Probably 
the best solution is to have laundry facili-
ties attached to the occupational therapy 
department. This provides an excellent 
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opportunity to ensure that the hemiplegic 
person can cope with his own laundry on 
discharge: it helps maintain a normal, 
everyday atmosphere in the department 
and ensures a reasonably high standard of 
grooming. Facilities should not be elaborate 
but as near as possible to those in a work-
ing class home. Expensive time and labour 
saving gadgets serve no purpose if the 
patient cannot afford them. 
In the early stages of treatment, group 
work is most important. Occupational 
therapy stresses the normal person to 
person "give and take" relationship which 
the patient will have to cope with outside 
the hospital. When a patient feels an indi-
vidual in the group and regains his self-
respect and self-confidence, individual 
treatment can be commenced. A demonstra-
tion of cosmetics to a group of female 
patients raises morale and grooming 
standards in the group, and also establishes 
a strong, positive, feminine relationship. 
FUNCTIONAL ASPECTS AND DAILY 
ACTIVITIES 
Individual therapy stresses the remedial 
and the functional aspect of occupational 
therapy. The aims of the remedial aspect 
may be listed as follows: 
i. To obtain and maintain good body 
position. 
2. To retrain the patient in ambulatory 
activities. 
3. To retrain the affected extremities to 
their maximum capacity. 
4. To assist in speech training if neces-
sary. 
5. To assist in treating any facial 
paralysis. 
A standing frame may be necessary in 
the early stages. Bilateral limb activities 
are desirable in retraining; various methods 
are available, 
It is important to emphasize that when 
possible, every hemiplegic patient should 
bath and dress himself daily. We take 
this for granted but it presents a major 
problem to some hemiplegic patients. 
Independent dressing, showering, toilet and 
walking must become habitual while the 
patient is still in hospital. This is difficult 
in a busy hospital ward, especially if the 
patient lacks initiative, but it must be the 
aim of the nursing, physical and occupa-
tional therapy staff. Often it seems quicker 
and easier to do things for the patient, 
but hospital staff must realize that this is 
detrimental to both the physical and 
psychological welfare of the patient. 
Independent living is the goal. We can 
expect progress to be slow; in this period 
the patient needs much personal attention 
and encouragement so that all improve-
ments are recognized and recorded. The 
"Activities of Daily Living" (A.D.L.) 
chart is not only a useful record for the 
medical staff but is also a chart of real 
achievement. The effectiveness of these 
A.D.L. charts depends on regular weekly 
testing and recording. A.D.L. charts help 
to counteract the difficulty the patient has 
in paying attention to the task in hand for 
any length of time, which means, incident-
ally, that daily living activities should be 
practised in a secluded spot where other 
environmental stimuli are reduced to a 
minimum. 
The A.DX. chart is not restricted to 
feeding, dressing, and similar tasks; with 
the female patients it includes household 
chores. The degree of success with the 
housewife will depend on her general 
physical health and on her interest in 
housekeeping prior to her disability. 
It is important to note that primary skill 
in using one hand can best be developed 
in an unfamiliar medium. It is advisable 
for the one-handed person to master a 
simple craft, such as basketry, before 
attempting household chores. This applies 
particularly to the hemiplegic person whose 
dominant hand is paralyzed. Correct 
working heights, reduction of working 
space, and planned activity are other essen-
tial factors in rehabilitation. The hemi-
plegic woman usually lacks initiative until 
her confidence has been restored. 
Below are listed some of the essential 
skills of the homemaker with adaptations 
for the one-handed person. 
Cans can be opened with one hand with the 
aid of both a "Can-o-mat" and a small shelf 
to support the can. Screw-top jars can be 
placed in a partly open drawer for stabilization 
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or held stable by a loop of leather attached to 
an upright stick. Bowls and cooking utensils are 
stabilized for stirring by placing them on a 
ribbed rubber mat or in a cut out shape. To 
break an egg, the egg is nestled in the hand, 
encircled by the thumb, index and middle fingers; 
with the hand pronated and wrist extended, a 
cut is made in the tgg shell by striking it 
against the bowl To roll dough, the hand is 
placed in the middle of the rolling pin and 
pressure exerted by the extended fingers. There 
are specially constructed one-handed pins which 
need a great deal of heavy pressure. Pistol 
action flour sifters are made commercially; the 
plastic type is the easier to use. A rotary 
beater with a stand, fixed in a permanent posi-
tion, is invaluable to the housewife who has no 
electric beater. Peeling vegetables is one of the 
most essential skills and one of the easiest to 
master. The vegetables are simply stabilized on 
a board which has three nails to hold them. 
Beans are peeled by pushing them through a 
peeler clamped to the table. 
When preparing meals, the disabled 
housewife must simplify her menu and 
methods as much as possible. Lifting 
heavy, hot dishes is dangerous: working 
surfaces should be at the same height so 
that the dishes can be slid from one place 
to another. The traymobile is invaluable 
for it not only provides greater safety but 
makes the work easier and quicker. There 
are numerous gadgets available in the stores 
which can be used to advantage by the 
disabled housewife: a good gadget should 
be simple to use and cheap to buy. 
If the principle of simplifying household 
tasks is kept in mind, laundry, cleaning and 
ironing do not present insurmountable 
difficulties. 
CONCLUSION 
An occupational therapy programme for 
a hemiplegic person involves firstly, group 
work, to develop primary skill with one 
hand, to aid adjustment to the hospital 
and his environment, to encourage initiative 
and most important of all to motivate him 
towards activity; and secondly, graduation 
to individual treatment stressing the activi-
ties of daily living and functional therapy 
as appropriate. 
